assistant was used in 31% of cases, while we only needed to do this in 5%. Rudolf 3 used a Macintosh blade to insert the instrument in 20% of cases but still had an overall failure rate of 5%. (Some of these cases were known dif®cult intubations.) In our normal cases, we never used this blade to insert the Bon®ls, but instead substantially relied on the left hand to distract the soft tissues and this was generally very effective. Even when a clear view of the laryngeal inlet is achieved, the curve on the instrument does not allow straightforward advancement. Rather a rotation movement to one side off the incisors is what moves the instrument along in the direction of the line of view. Once this aspect is mastered, use of the instrument becomes straightforward.
On occasion, we too found dif®culty disengaging tracheal tubes from the locking device and have suggested to Storz that a disengaging push button be incorporated. Our answer to the problem of fogging was to either warm the instrument when cold or otherwise just to use a standard anti-fogging agent. We regard the problem of secretions as trivial in the sense that they become insigni®cant when the airway is suitably opened up and then, as for¯exible ®brescopes, they can usually be skirted round. We have some dif®culty with the notion that the`Bon®ls would appear to be particularly poor in its ability to distract the tissues'. In our experience, one of the major advantages of the Bon®ls relative to a¯exible ®brescope is that the tissues can be distracted usefully, as for example in picking up or sliding beneath the epiglottis.
The more we use this instrument, the more impressed with it we become. However, we still agree that the overall position for the instrument remains open to question. It takes time to learn and we need to know whether this is worth this effort. There is still insuf®cient experience with the Bon®ls to know how often it will prove successful when it really counts. A¯exible ®brescope is not necessarily intuitive and many have commented on the time taken to both learn the instrument in the ®rst place and then to maintain skills for the threatening situations. Our experience thus far of a limited number of cases of known dif®culty has been extremely encouraging.
Wong and colleagues allude to the problem of a manufacturer bringing to the market a device that has very limited proof of clinical ef®cacy. In general, we support this view wholeheartedly and there is no excuse for this happening for any new equipment in the current climate. The history of the Bon®ls' scope is unusual and rather obscure because according to contacts in the company it was designed and ®rst manufactured over 20 years ago. It was originally intended for ear, nose and throat (ENT) use and apparently is still used by the original designer in his normal ENT practice. Although the instrument did not come into general use at the time, it was left in the company's catalogue and rediscovered by Dr Christian Rudolf after the re-uni®cation of Germany. In our view, the Bon®ls certainly warrants a comprehensive re-evaluation. For the moment, we are very happy to be described as enthusiasts' or even, by implication, skilled enthusiasts. Avoiding oesophageal ventilation with the intubating laryngeal mask airway: predictive value of the air aspiration test compared with capnography EditorÐEarly identi®cation of tracheal intubation and exclusion of oesophageal intubation is necessary when blind intubation is performed via the intubating laryngeal mask airway (ILMA). Blind intubation increases the risk of oesophageal placement with a consequent risk of hypoxia. Around six tidal volume breaths must be administered before oesophageal intubation may be con®dently identi®ed, 1±3 so there is also a high risk of gastric insuf¯ation and regurgitation. The frequency of oesophageal ventilation can be reduced by either rapidly identifying tracheal intubation or by early exclusion of oesophageal intubation. Capnography is the technique of choice in identifying tracheal tube position when intubation is performed by direct laryngoscopy. When intubation is performed`blindly' via the ILMA, the risk of oesophageal intubation is much greater. Techniques better suited to rapidly identify oesophageal intubation include the air aspiration test. 4 5 It may be performed rapidly and there is no need to ventilate the patient until oesophageal intubation is excluded. The air aspiration test offers the potential to detect oesophageal intubation but has not been used in conjunction with the ILMA.
We studied 21 ASA I-II patients scheduled for elective surgery under anaesthesia that required tracheal intubation. Laryngoscopy was performed and grade of view recorded. 6 An ILMA (LMAFastrachÔ) of appropriate size was inserted and ventilation was con®rmed with capnography. A tracheal tube (Euromedical) was passed through the ILMA. Insertion of the ILMA and the tracheal tube was performed by an experienced anaesthetist. Aspiration of air was performed and the capnograph then attached to con®rm tracheal intubation. If ®ve tidal volume breaths failed to record CO 2 on the capnograph, the ILMA was removed and the patient ventilated via a facemask. The ILMA was inserted a maximum of three times. If capnography was negative after the third insertion, the airway was secured using an alternative method.
On each insertion of the ILMA, the air aspiration test was performed with a 50 ml`catheter tip' syringe. If 50 ml of air was aspirated, this was recorded as predicting tracheal intubation, whereas if <10 ml air was aspirated then this was recorded as predicting oesophageal intubation. Capnography was used as the control. Five tidal volume breaths were delivered following intubation. If a`square-wave' trace was obtained then tracheal intubation was recorded as having occurred. If this trace was not obtained, oesophageal intubation was recorded.
The results of air aspiration tests (1st, 2nd and 3rd) and the total number of patients successfully intubated are shown in Table 1 and Figure 1 , respectively. On one occasion, oesophageal intubation was suggested by the air aspiration (Wee's) test while capnography suggested tracheal intubation (Table 1) . Auscultation in this patient revealed bronchial intubation. This is known to give a false-negative result in the air aspiration test if the tracheal tube bevel abuts against the tracheal wall. 7 8 On no occasion did air aspiration suggest tracheal intubation when capnography would 
have indicated oesophageal intubation. The air aspiration test has a predictive value of 97% (95% CI 91±103%). Sensitivity is 94% and speci®city is 100%. In our study, eight out of 21 (38%) patients had at least one oesophageal intubation. We recommend that the air aspiration test is used immediately following intubation via the ILMA. If no air can be aspirated, oesophageal placement should be assumed and the misplaced tracheal tube should be removed. If air can be aspirated, then oesophageal placement is very unlikely and ventilation can be commenced with minimal risk of regurgitation. Capnography can then be used as de®nitive con®rmation of tracheal intubation.
